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Heroin Overdose Deaths — Multnomah County, Oregon, 1993-1999 


In the United States, heroin use is increasing and was implicated in 3805 deaths in 
1993 (7). Multnomah County is Oregon’s most populous county (1998 estimated popula- 
tion: 641,900); three fourths of county residents live in Portland. In 1999, in response to 
community concerns, the Multnomah County Health Department analyzed medical 
examiner (ME) data for 1993-1999 and interviewed heroin users to characterize heroin 
overdose deaths (HODDs) in the county. This report summarizes the findings of these 
studies, which indicate that HODDs in the county more than doubled from 1993 to 1999 
(from 46 to 111), and that interviews with users helped identify possible public health 
interventions. 

For 1993-1999, ME-diagnosed HODDs were identified using the ME annual summary 
of drug-related deaths. For 1996-1999, the Multnomah County Health Department con- 
ducted a detailed review of ME records of drug-related deaths, which included those 
resulting from overdose and other drug-related causes (e.g., injury and disease deaths 
in which drugs played a role). ME-diagnosed HODDs for 1996-1999 were within 6.5% of 
those identified in the detailed case review. 

During 1993-1999, 573 ME-diagnosed HODDs were identified. During 1996-1999, 
517 drug-related deaths occurred in Multnomah County; 85 attributed to causes other 
than unintentional overdose (e.g., homicide and suicide) were excluded. Of the remain 
ing 432 deaths, 389 (90.0%) were classified as unintentional HODDs based on laboratory 
evidence of opiates in blood or other specimens and absence of historic, scene, or 
toxicologic evidence of poisoning with other drugs, including other opiates. Of the 
389 HODDs, 337 (86.6%) were in Multnomah County residents. HODDs more than 
doubled from 1993 (n=46) to 1999 (n=111) (Figure 1). In 1999, the cause-specific death 
rate from HODDs among all county residents was 15.1 per 100,000 population. 

Of the 389 HODDs, 333 (85.6%) were in males. Almost half (46.8%) were in persons 
aged 45-54 years; 23.1%, aged 35-44 years; 22.9%, aged 25-34 years; and 4.9%, aged 
<25 years. The median ages for males (40.0 years) and females (37.5 years) were 
similar. The race/ethnicity of persons who died of heroin overdose reflected the county 
population. 

Approximately half (47.6%) of HODDs occurred in users’ homes, 13.4% occurred in 
friends’ homes, and 13.4% in hotels/motels. Only 18.8% of the HODDs occurred in public 
settings where a passerby might have found the person who had overdosed. 

Toxicology results were analyzed for 115 consecutive HODDs during October 1998- 
December 1999; for 58.3% of these HODDs, alcohol and/or drugs in addition to heroin 
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FIGURE 1. Number of medical examiner (ME)-diagnosed heroin overdose deaths 


(HODDs)*, 1993-1999, and confirmed HODDs', 1996-1999 — Multnomah County, 
Oregon 
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* Identified from ME annual summary of drug-related deaths. 


' Identified from detailed review of ME data and includes unintentional HODDs with toxico 
logic evidence of opiates and absence of other drugs. 


were detected. The substances most commonly identified along with heroin were co- 
caine (26.1%), benzodiazepines (15.7%), and alcohol (10.4%). 

To gather data on circumstances of overdose and identify intervention opportunities, 
investigators interviewed heroin users with a history of overdose. Ten current users 
were recruited through posters in hotels and referrals from needle-exchange programs. 
Eight former users early in recovery (i.e., abstinent from heroin for <14 weeks) were 
recruited through a drug-free housing program. Respondents were asked about 1) drug 
availability, sources, cost, and potency; 2) drug use patterns; 3) personal experience with 
heroin overdose; and 4) response to companion’s overdose. 

Respondents reported that “black tar” heroin from Mexico or South America was the 
primary type used in the community and that heroin and other drugs are readily avail- 
able and inexpensive. Users reported great variability in the potency of heroin sold in 
Multnomah County. Users also reported that injection was the primary route of adminis- 
tration. 

Regular heroin users develop tolerance to higher doses. When heroin use is inter- 
rupted, heroin doses that were previously well-tolerated can cause overdose. Heroin 
users described several situations in which heroin use was interrupted: involuntarily, 
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when incarcerated or lacking money to purchase heroin, and voluntarily, during attempts 
to stop using heroin. Regardless of the reason for the interruption, users reported they 
tended to resume injecting heroin at their usual dose and sometimes overdosed. Users 
believed that risk for overdose was greater when they used alcoho! and other drugs with 
heroin, injected heroin without companions, and had another person inject drugs for 
them. 

Heroin users’ responses to a companion’s overdose reflected a strong desire to avoid 
contact with law enforcement and medical systems. Three fourths of respondents re- 
ported that they hesitated to cail for emergency assistance for fear of being arrested. 
Many attempted to resuscitate overdosed companions on their own. Users also de- 
scribed leaving overdose victims in public places, hoping that they would be discovered 
and helped by others. 

Reported by: GL Oxman, MD, Multnomah County Health Dept; S Kowalski, PhD, L Drapela, 
PhD/ABD, Evaluation and Research Unit, Multnomah County Dept of Support Svcs; ES Gray, 
N Hartshorne, MD, Oregon State Medical Examiner Program; S Fafara, H Lyons, E Blackburn, 
Recovery Association Project, Portland, Oregon. 

Editorial Note: The findings in this report indicate that HODDs are a major and increasing 
public health problem in Multnomah County. In 1999, it was a leading cause of death 
among men aged 25-54 years, with a cause-specific death rate of 47.8 per 100,000 
population. 

The ethnographic interviews provide some data about the circumstances and risk 
factors for heroin overdose in Multnomah County. Variations in heroin potency (2,3), 
intermittent and interrupted heroin use (4), use of other drugs and alcohol (5), and 
variable heroin tolerance (6) can increase the risk for overdose and death. Failure to use 
emergency medical services has been associated with fatal heroin overdose (7). 

The findings in this report are subject to at least four limitations. First, surveillance for 
HODD is difficult because ME classification of overdose deaths is inconsistent (8). Sec- 
ond, this study probably underestimated the impact of heroin overdose on the county. 
Thirty-two HODDs were excluded from the analysis because they were not clearly unin- 
tentional overdoses, and 52 were excluded from death rate calculations because they 
did not occur in county residents. Third, the difficulty in reconstructing the social and 
behavioral context of overdose deaths complicates both surveillance of HODDs and 
identification of prevention opportunities. Finally, ethnographic data may not be repre- 
sentative of injecting-drug users in Multnomah County because those interviewed were 
from a convenience sample. 

Several approaches may help to prevent HODDs. Improved public health surveil- 
lance should enable identification of risks and protective factors and help monitor the 
impact of interventions. Heroin use can be reduced by primary prevention of the initia- 
tion of drug use and substance abuse treatment (particularly methadone maintenance) 
for active users. 

Other steps can be considered to reduce HODDs among users who cannot or will not 
stop injecting. Improving use and quality of emergency medical response and treatment 
can improve outcomes. Working with police to establish policies that persons reporting 
or suffering drug overdose are not subject to arrest could increase users’ willingness to 
seek emergency assistance (9). Users can be counseled about the risks for heroin over- 
dose and how to avoid them (1,9,10). Some programs train injecting-drug users and 
their partners in the use of naloxone, an opiate antagonist highly effective in reversing 
the effects of opiate overdose but that can induce withdrawal and requires medical 
supervision (7,9). 
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Implementing interventions to decrease heroin and other fatal drug overdoses will 
require partnerships among a range of groups and programs, including public health, 
substance abuse treatment, syringe exchange/community outreach programs, emer- 
gency medical services, and police and criminal justice departments. Planning and imple- 
mentation should involve heroin users because their knowledge, skills, and social net- 
works can help identify interventions and achieve acceptance of interventions among 
the drug users at risk for drug overdose. 
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Unintentional Opiate Overdose Deaths — 
King County, Washington, 1990-1999 


Heroin and other opiates are central nervous system depressants; in an opiate over- 
dose, respiration slows, potentially resulting in hypoxia, coma, or death. In 1998, 
140 deaths from unintentional opiate overdoses occurred in King County (which includes 
Seattle). To characterize these deaths, public health staff analyzed medical examiner 
data during 1990-1999. This report summarizes the results of that analysis, which indi- 
cate that the annual number of opiate overdoses increased 134% (from 47 to 110) and 
the county population increased 11.3% (1998 estimated population: 1.7 million) (7). 

Fatal unintentional opiate overdoses were defined as deaths that the King County 
medical examiner (KCME) determined to be the result of heroin or opiate intoxication of 
unintentional or unknown intent. Known and probable suicides were excluded from this 
analysis*. For this report, opiate overdose refers to overdoses of unintentional or 
unknown intent. KCME used observations at the death scene, autopsy findings, and 


*From 1990 through 1999, an average of two opiate overdose suicides occurred per year 
(range: zero to five). 
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toxicologic testing of body fluids to determine the cause of death’. The KCME database 
was searched for all deaths where heroin or opiate intoxication was listed on the death 
certificate as a primary, secondary, tertiary, or quaternary cause of death. Cases where 
opiates were detected, but overdose was not the primary cause of death, were excluded. 
Because a new software program was installed by KCME in 1995, detailed analyses 
were conducted on 1996-1999 data only; 1990-1995 data were used to calculate the 
annual number of deaths. 

Because the number of drug users in King County is unknown, the estimated county 
population (based on Washington State Office of Financial Management estimates for 
intercensal years 1998 and 1999 and U.S. Bureau of the Census figures for 1990) was 
used to calculate opiate overdose death rates. Standard errors of mortality rates and the 
statistical significance of the change in rates from 1990 to 1999 were computed, and 
PC-SAS was used for chi-square analysis of categorical data (2). 

The King County opiate overdose death rate increased from 3.1 per 100,000 popula- 
tion in 1990 to 6.6 in 1999, an increase of 112.9% (p<0.001). Opiate overdose deaths 
peaked in 1998, when there were 140 deaths and a death rate of 8.4 (Figure 1). During 
1996-1999, 484 decedents ranged in age from 16 to 77 years (median: 
40 years). Most overdose deaths were in men (84.7%) and whites (83.0%). Three fourths 
of overdose deaths occurred in Seattle, and 94% of all decedents were residents of King 
County. Of 110 opiate overdose deaths in King County in 1999, 84 (76.4%) deaths in- 
volved substances in addition to opiates (42, other drugs; 21, alcohol; and 21, alcohol and 
other drugs). For 98 (89.0%) decedents, direct evidence of injecting-drug use (e.g., injec 
tion marks or used syringes) was found at the overdose site. 

Since 1999, public health measures adopted by city and county government to 
address the increase in opiate overdose deaths in King County included authorizing a 
50% increase in methadone treatment slots; improving access to methadone mainte- 
nance treatment with a motor-home-based clinic and through community-based agen- 
cies; providing preventive and limited substance-abuse treatment services in the local 
criminal justice system; increasing the availability of drug-free housing for persons in 
recovery; and providing education and interventions to children and adolescents to pre- 
vent initiation of drug use. The Seattle and King County governments have convened a 
task force on heroin use to develop new policies to improve access to substance-abuse 
treatment and extend prevention activities. A multidisciplinary, interagency working 
group composed of staff from Public Health-Seattle & King County, the Chemical Abuse 
and Dependency Services Division (King County Department of Community and Human 
Services), street outreach services, and providers of methadone treatment was estab- 
lished in January 2000 to plan an educational campaign targeting the user and 
substance-abuse treatment communities. In February, a Seattle hospital began dispens- 
ing methadone through a pharmacy for patients recovering from heroin addiction as part 
of a research project evaluating expanded access to methadone through primary-care 
physicians and pharmacies (3). 


‘Opiates detected included heroin, morphine, fentanyl, hydrocodone, codeine, and 
methadone. Heroin rapidly metabolizes into morphine in the body; until mid-1999, when 
KCME tests began to differentiate between different types of morphine, heroin-related deaths 


were listed as morphine-related unless direct evidence of heroin use was found at the 
overdose site. 
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FIGURE 1. Unintentional opiate overdose deaths, by year — King County, Washington, 
1990-1999 
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Reported by: D Solet, PhD, Epidemiology, Planning and Evaluation Unit, H Hagan, PhD, Epide- 
miology Research Unit, J Nakagawara, MHA, Medical Examiner's Office, A Plough, PhD, Public 
Health-Seattle & King County, Seattle, Washington. JK Ball, PhD, Office of Applied Studies, 
Substance Abuse and Mental Health Svcs Administration. Div of HIV/AIDS Prevention, 
National Center for HIV, STD, and TB Prevention; Office of Statistics and Programming, and 
Family and Intimate Violence Prevention Team, Div of Violence Prevention, National Center for 
Injury Prevention and Control; and an EIS Officer, CDC. 

Editorial Note: The findings in this report indicate that the opiate overdose death rate 
increased substantially in King County during 1990-1999. Although national figures on 
opiate overdose deaths were not available, opiate overdose deaths appear to be a 
problem in other U.S. cities as well. During 1994-1998, the Drug Abuse Warning Network 
(DAWN)' received reports of 20,140 drug-induced deaths where opiates were detected. 
During 1994-1998, deaths reported to DAWN increased 25.7%. 

Heroin use has been increasing among injecting-drug users (IDUs) in a Seattle study 
since 1994 (4; H. Hagan, Public Health—Seattle & King County, personal communication, 
1999). The proportion of new study recruits reporting heroin as their primary injection 
drug has been increasing, from 61% (n=655) in 1994 to 86% (n=524) in 1999 (5; H. Hagan, 
Public Health-Seattle & King County, personal communication, 2000). The risk for death 
during intravenous injection of an opiate is greater than from intramuscular or subcuta- 
neous injection or from snorting or smoking because intravenous injection results in a 


* Managed by the Substance Abuse and Mental Health Services Administration, DAWN collects 
information on drug-abuse related deaths from participating medical examiners. The number 
of medical examiners participating in all years during 1994-1998 included 137 jurisdictions 
in 40 metropolitan areas. 
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more rapid rise in opiate levels in the blood (6). Most heroin used in King County is 
Mexican black tar, which is difficult to snort because of impurities and consistency. The 
purity of heroin available in King County has remained fairly stable since the early 1990s, 
ranging from 13.4% to 27.9% (Domestic Monitoring Program, Drug Enforcement Admin- 
istration, unpublished data, 2000). In most opiate overdose deaths in King County, alcohol 
and other drugs were involved; these combinations can increase the likelihood of over- 
dose (7). 

The findings in this report are subject to at least four limitations. First, the number of 
Opiate overdose deaths was determined from a single data source. If opiate overdose 
deaths were not reported to or investigated by KCME, they were not included in the 
analysis, resulting in a possible underestimate of the overdose death rate. Second, the 
case definition includes “accidental” and “undetermined” overdose deaths; some of the 
undetermined deaths may have been suicides, resulting in a potential overestimate of 
the death rate. Third, nonresidents of King County were included in the analyses if they 
died in King County, possibly resulting in an overestimate of the death rate. Finally, if a 
family member or acquaintance was not available to provide information about the 
decedent's race or ethnicity, visual identification was used to assign race and ethnicity, 
potentially resulting in misclassification. 

Interventions to decrease unintentional opiate overdose deaths include preventing 
initiation of drug use and expanding substance-abuse treatment for addiction, particu- 
larly methadone maintenance. IDUs unable or unwilling to discontinue injecting should 
consider reducing heroin dose after illness or abstinence (e.g., because of incarceration); 
training in artificial respiration; and injecting in the presence of someone who can recog- 
nize an overdose, call emergency services, and administer artificial respiration if needed 
(8,9). Overdose prevention programs also must address IDUs’ fear that calling for emer 
gency assistance could result in arrest. Some programs train IDUs and their partners in 
the use of naloxone, an opiate antagonist highly effective in reversing the effects of 
opiate overdose but that can induce withdrawal symptoms and requires medical super 
vision (6). European programs that provide “safer injection room” facilities staffed by 
health-care workers have been associated with a decrease in drug overdose deaths 
(70). 

References 
1. Washington State Office of Financial Management. April 1 population of cities, towns 
and counties. April 1999. Available at http://www.ofm.wa.gov/countypop/countytoc.htm 

Accessed January 2000 

. National Center for Health Statistics. Health, United States, 1996-1997, and injury 
chartbook. Hyattsville, Maryland: US Department of Health and Human Services, Public 

Health Service, CDC, 1997; DHHS publication no. (PHS)97-1232 

University of Washington. Harborview is first hospital to dispense methadone through 

pharmacy. February 2000. Available at http://www.washington.edu/medical/hmc/news/nr 

her20000201.html. Accessed May 2000. 

Hagan H, McGough JP, Thiede H, Weiss NS, Hopkins S, Alexander ER. Syringe exchange 

and risk of infection with hepatitis B and C viruses. Am J Epidemiol 1999;149:203-13. 

Public Health-Seattle & King County. Recent drug abuse trends in the Seattle-—King County 

area, May 2000. Available at http://www.metrokc.gov/health/subabuse/drugtrnd0500.htm. 

Accessed May 2000 

. Sporer KA. Acute heroin overdose. Ann Intern Med 1999;130:584-90. 
. Darke S, Zador D. Fatal heroin ‘overdose’: a review. Addiction 1996;91:1765-72. 





640 MMWR July 21, 2000 


Unintentional Opiate Overdose Deaths — Continued 


8. McGregor C, Hall K, Ali R, Christie P, Braithwaite R, Darke S. It's rarely just the “h”: address- 
ing overdose among South Australian heroin users through a process of intersectoral 
collaboration. Parkside, South Australia, Australia: Drug and Alcohol Services Council 
1993:93-110 (monograph no. 2 research series) 

. Coffin DO. Heroin overdose: research and interventions. New York: The Lindesmith 
Center, January 2000. Available at http://www.lindesmith.org/. Accessed May 2000. 

. de Jong W, Weber U. The professional acceptance of drug use: a closer look at drug 
consumption rooms in the Netherlands, Germany and Switzerland. Int J Drug Policy 
1999; 10:99-108. 


West Nile Virus Activity — New York and New Jersey, 2000 


In late August 1999, an outbreak of encephalitis caused by West Nile virus (WNV) was 
detected in New York City and subsequently identified in neighboring counties (7). in 
response, an extensive mosquito-control and risk-reduction campaign was initiated, in- 
cluding aerial and ground applications of mosquito adulticides throughout the affected 
areas. No human WNV infections were found in New York City with an onset date after 
the campaign was completed. Cases continued to occur among humans in surrounding 
counties that did not undertake mosquito-control efforts until later, suggesting that the 
campaign may have reduced human risk. In May 2000, CDC issued guidelines to direct 
national surveillance, prevention, and control efforts (2) and provided funds to support 
these efforts in 19 state and local health departments where WNV transmission had 
occurred or where transmission would probably occur based on known bird migration 
patterns. This report presents the findings of surveillance activities. 

From May 6 through July 8, 2000, state and local health departments confirmed WNV 
infections in 26 birds from five counties in New York and New Jersey. Twenty-one infec- 
tions have been confirmed in American crows in New York and New Jersey, four in biue 
jays, and one in a red-tailed hawk. The first infected crow was found May 22 in Rockland 
County, and the most recently infected crows were found July 6 and 8 in the same county. 
Fourteen infected crows identified in New York were found in Rockland (eight crows), 
Suffolk (three), Westchester (one), and Richmond (Staten Island) (two) counties. Seven 
infected crows were found in Bergen County, New Jersey. Rockland County also identi- 
fied four blue jays with WNV infection, and one infected hawk was found in Westchester 
County. WNV has been detected by polymerase chain reaction molecular methods in 
mosquito pools collected in Westchester County (Aedes japonicus) and in Suffolk County 
(mixed Culex species). No cases of human or equine infection have been reported in the 
region or in surrounding states. 

Reported by: A Novello, MD, D White, PhD, L Kramer, PhD, C Trimarchi, MS, M Eidson, DVM 
D Morse, MD, P Smith, MD, State Epidemiologist, New York State Dept of Health; W Stone, 
PhD, Dept of Environmental Conservation, Albany; Rockland County Health Dept, Pomona; 
Suffolk County Health Dept, Hauppague; Westchester County Health Dept, New Rochelle; 
J Miller, MD, M Layton, MD, New York City Dept of Health. Bergen County Health Dept, Paramus; 
W Crans, PhD, Rutgers Univ, New Brunswick; F Sorhage, DVM, E Bresnitz, MD, State Epidemi- 
ologist, New Jersey Dept of Health and Senior Svcs. National Wildlife Health Center, US 
Geologic Survey, Madison, Wisconsin. Arbovirus Diseases Br, Div of Vectorborne Infectious 
Diseases, National Center for Infectious Diseases, CDC. 

Editorial Note: WNV is transmitted readily by mosquitoes. Culex species were the 
primary vectors of WNV during previous outbreaks and epizootics; however, WNV also 
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has been isolated from many species of Aedes and Anopheles (3). in New York, WNV 

was isolated primarily from Culex species mosquitoes during the 1999 outbreak; WNV 

also was detected in overwintering Culex species in New York City. These findings 
suggest an important role for these species in the transmission of WNV in the United 

States. Aedes japonicus was detected recently in the United States, and research is 

needed to determine the flight range and feeding behavior of mosquitoes and to better 

understand the risk for transmission to humans. 

The susceptibility of crows to infection and death is a sensitive surveillance tool that 
is unique to the United States (4). No data exist from which to infer the mosquito WNV 
infection rate associated with a small number of dead crows in an area, or to infer the risk 
to humans. Data also are lacking to infer where and how the dead crows acquired infec 
tion. Time of year and reproductive status of the crow population may be used to indicate 
whether transmission occurred locally. On the basis of the known nesting habits of crows, 
the finding of infected crows in early summer suggest local transmission in Rockland, 
Westchester, Suffolk, and Bergen counties. Data from the U.S. Geologic Survey’s 
National Wildlife Health Center indicate that crows infected with WNV are likely to have 
high viremias and also are likely to be sedentary approximately 4 days before death, 
suggesting that they can be a source of WNV for mosquitoes in areas where they are 
found (National Wildlife Health Center, unpublished data, 2000). 

On the basis of the surveillance indicators described in this report and the phased 
response plan (2), CDC recommends the following for those areas where evidence 
suggests local transmission of WNV: 

1. Intensify local and regional Culex mosquito larval control to prevent the emergence 

of adult mosquitoes that feed on birds and may contribute to the virus amplification 
transmission cycle 
Expand and intensify surveillance activities in and around areas where WNV-infected 
birds are found. Additional surveillance data about the species population densities, 
virus infection rates in mosquito vectors, seroprevalence in resident wild birds (e.g., 
house sparrows), and seroconversion rates in sentinel chickens will permit a more 
accurate interpretation of dead bird surveillance data and the relative risk for human 
disease. 
Continue active WNV surveillance to determine the presence of new or expanding 
WNV transmission foci 
Reinforce public education and outreach programs to reduce mosquito breeding sites 
around the home and use personal protective measures. 
Implement, if necessary, focal adult mosquito control to reduce the number of virus- 
infected mosquitoes, thus reducing the immediate risk to humans. Mosquito species 
that feed on birds probably are driving enzootic transmission in 2000 and probably 
are the vector for human cases (5). Adult mosquitoes should be controlled within 
approximately a 2-mile radius around the area where a WNV positive dead bird or 
infected mosquitoes are found. This radius depends on the length of time between 
transmission of the virus and the execution of control; as the time period increases, 
larger areas must be treated. 

Consider aerial spraying of adulticides in areas where WNV transmission is sustained 

and further amplification is evident despite intensive local mosquito control efforts. 

Monitor adult and larval mosquito control efforts to ensure that the control programs 

are effectively reducing vector mosquito densities and virus infection rates. 
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Counties where WNV transmission occurred in 1999, but has not been identified in 
2000, should maintain active surveillance for WNV and continue larval mosquito-control, 
such as controlling larval mosquito habitats, particularly around homes in suburban and 
urban areas and monitoring Culex larval habitats regularly for mosquito breeding. 
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Notice to Readers 


Update: Expanded Availability of 
Thimerosal Preservative-Free Hepatitis B Vaccine 


Thimerosal, a mercury-based compound, is no longer used as a preservative in any 
of the pediatric hepatitis B vaccines licensed in the United States. On March 28, 2000, 
SmithKline Beecham Biologicals (Rixensart, Belgium)* received approval from the Food 
and Drug Administration of a supplement to its hepatitis B license to include the manufac- 
ture of single-antigen, preservative-free hepatitis B vaccine (Engerix-B, pediatric/adoles- 
cent); distribution of this product has begun. A single-antigen, preservative-free hepatitis 
B vaccine (Recombivax HB, pediatric) from Merck Vaccine Division (West Point, Pennsyl- 
vania) had earlier received similar approval (7). A preservative-free Haemophilus 
influenzae type b (Hib)/hepatitis B combination vaccine (Comvax) from Merck Vaccine 
Division also is available. An adequate supply of preservative-free hepatitis B vaccine is 
available for all infant and childhood vaccinations. Thimerosal preservative-containing 
hepatitis B vaccines may continue to be used for vaccination of adolescents and adults as 
recommended (2). 

Some vaccines that do not use thimerosal as a preservative may have trace amounts 
of thimerosal introduced during the manufacturing process. The amount of thimerosal in 
the new pediatric/adolescent formulation of Engerix-B (<1 sg of thimerosal/0.5 mL dose 
of vaccine) has been reduced by more than 96% (3). 

Universal vaccination of infants is the central focus of hepatitis B prevention efforts, 
and initiation of the hepatitis B vaccine series at birth is safe and effective (4). Many 
hospitals that had provided routine hepatitis B vaccination to all infants at birth before the 
July 1999 joint American Academy of Physicians/Public Health Service statement on 


*References to sites of non-CDC organizations on the World-Wide Web are provided as a 
service to MMWR readers and do not constitute or imply endorsement of these organizations 
or their programs by CDC or the U.S. Department of Health and Human Services. CDC is not 
responsible for the content of pages found at these sites. 


(Continued on page 651) 





Vol. 49 / No. 28 


FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending July 15, 2000, with historical data 


CASES CURRENT 


DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A 413 


Hepatitis B 355 
Hepatitis C; Non-A, Non-B 66 
Legionellosis 60 


Measles, Total 11 


Meningococcal Infections 


Mumps 


Pertussis 


Ratio (Log Scale) * 


Rubella 


Beyond Historical Limits 


*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending July 15, 2000 (28th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending July 15, 2000, and July 17, 1999 (28th Week) 
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TABLE Il. (Cont'd) Provisional cases of se! 
weeks ending July 15, 2000, a 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending July 15, 2000, and July 17, 1999 (28th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 

weeks ending July 15, 2000, and July 17, 1999 (28th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending July 15, 2000, 
and July 17, 1999 (28th Week) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending July 15, 2000, 
and July 17, 1999 (28th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
July 15, 2000 (28th Week) 


All Causes, By Age (Years) 
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U: Unavailable No reported cases 

*Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A 
death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
Pneumonia and influenza 

Because of changes in reporting methods in this Pennsyivania city, these numbers are partial counts for the current week. Complete 
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thimerosal in vaccines discontinued this practice because of concerns about thimerosal 
(7). Some of these hospitals did not resume routine vaccination at birth even after 
hepatitis B vaccines that do not contain thimerosal as a preservative became available 
(CDC, unpublished data, 2000). Preservative-free hepatitis B vaccines are now widely 
available, and efforts should be made to reintroduce routine hepatitis B vaccination 
policies for all newborn infants in hospitals in which these policies and practices have 
been discontinued. 
References 
1. CDC. Availability of hepatitis B vaccine that does not contain thimerosal as a preservative 
MMWR 1999;48:780-2 
CDC. Implementation guidance for immunization grantees during the transition period to 
vaccines without thimerosal, CDC, July 14, 1999. Available at http://www.cdc.gov/nip/news 
thimerosal-guidance.htm. Accessed July 14, 2000 
CDC. Summary of the joint statement on thimerosal in vaccines. MMWR 2000;49:622,631 
. Advisory Committee on Immunization Practices. Hepatitis B virus: a comprehensive strat 
egy for eliminating transmission in the United States through universal childhood vacci 
nation. MMWR 1991;40(no. RR-13) 





Contributors to the Production of the MMWR (Weekly) 


Weekly Notifiable Disease Morbidity Data and 122 Cities Mortality Data 
Samuel L. Groseclose, D.V.M., M.P.H 


State Support Team CDC Operations Team 
Robert Fagan Carol M. Knowles 
Jose Aponte Deborah A. Adams 
Paul Gangarosa, M.P.H Willie J. Anderson 
Gerald Jones Patsy A. Hall 
David Nitschke Pearl Sharp 
Scott Noldy Carol A. Worsham 


informatics 
T. Demetri Vacalis, Ph.D 


Michele D. Renshaw Erica R. Shaver 














July 21, 2000 


The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control 
and Prevention (CDC) and is available free of charge in electronic format and on a paid subscription basis for 
paper copy. To receive an electronic copy on Friday of each week, send an e-mail message to 
listserv@listserv.cdc.gov. The body content should read SUBscribe mmwr-toc. Electronic copy also is available 
from CDC’s World-Wide Web server at http://www.cdc.gov/ or from CDC’s file transfer protocol server at 
ftp.cde.gov. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government Printing 
Office, Washington, DC 20402; telephone (202) 512-1800. 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. 
The reporting week concludes at close of business on Friday; compiled data on a national basis are officially 
released to the public on the following Friday. Address inquiries about the MMWR Series, including material to 
be considered for publication, to: Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 
30333; telephone (888) 232-3228. 

All material in the MMWR Series is in the public domain and may be used and reprinted without permis- 
sion; citation as to source, however, is appreciated. 





Director, Centers for Disease Control Acting Director, Writers-Editors, MMWR (Weekly) 
and Prevention Epidemiology Program Office Jill Crane 
Jeffrey P. Kopian, M.D., M.P.H Barbara R. Holloway, M.P.H David C. Johnson 


Deputy Director for Science and Editor, MMWR Series Teresa F. Rutledge 


Public Health, Centers for Disease John W. Ward, M.D Desktop Publishing 
Control and Prevention Michael T. Brown 
st a it A “4 
David W. Fleming, M.D —— ates, RERENES Lynda G. Cupell 


Caran R. Wilbanks Morie M. Higgins 











%U.S. Government Printing Office: 2000-533-206/28026 Region IV 





#40 


sseuisng [e191 
eeeoe e!6s0ey ‘euejy 
40 IN3WiLedvd30 


(9GD) UONUeAeig pue 
jO1JU04) BSeASIG JO} S19}UBD) 


S3DIAU3S NVWNH ONY HL1VW3H 


peysenbey aise WINey 


OOES OS BCA, 40) Ayjeudsg 








-—- 
- 
—_ 
- 
—s 
— 
- 
—- 
- 
— 
= 
- 
—— 
~_ 
= 
~ 
= 
_ 
— 
— 
- 
- 
— 
_ 
— 
- 
— 
— 
—- 
— 
— 
_ 
- 
- 
— 
-—— 
= 
— 
—s 
_ 
= 
—s 
_- 
- 
_ 
= 
— 
— 
- 
— 
— 


8Z-D ‘ON Huleg 
Givd $334 8 IDVLSOd 
VW SSV19-LSHI4 














